Sir,

Chronic Endophthalmids after Extracapsular Catar act Extraction Caused by Mycobacterium chelonae Subspecies abscessus
Infectious endophthalmitis is a rare but devastating complication of cataract surgery which most fre quently occurs in the immediate post-operative period. In recent years, however, there has been a growing number of reports of chronic endophthal mitis following cataract extraction. The term 'chronic' has been used to describe endophthalmitis that presents 1 month or more after cataract surgery and that frequently persists, with recurrent low-grade inflammation, for months thereafter. 1 The presenta tion of the inflammation that occurs in chronic post operative endophthalmitis is often delayed; the inflammation is indolent and may be partially suppressed by topical and systemic corticosteroids.
Several organisms have been isolated from eyes with chronic post-operative inflammation, including Propionibacterium species; 1 , 2 staphylococci (more frequently S. epidermidis but occasionally S. aur eus); 2 -5 Achromobacter species; 3 Cephalosporium species; 6 Acremonium species; 7 Paecilomyces spe cies; 7 Corynebacterium species; 3 Candida parapsilo sis; 8 Aspergillus species; Mycobacterium chelonae; 9 and Nocardia asteroides. lO
LETTERS TO THE JOURNAL
We report a case of delayed-onset chronic endophthalmitis caused by Mycobacterium chelonae subspecies abscessus that followed extracapsular cataract extraction with implantation of a posterior chamber intraocular lens.
Case Report
A 65-year-old man was referred to the Retina Service at King Abdul Aziz University Hospital 8 months after undergoing an uncomplicated extra capsular cataract extraction with implantation of a posterior chamber intraocular lens (IOL) in the left eye. The post-operative course had been unremark able except for the persistence of 1+ cells in the anterior chamber. Four weeks after surgery, the patient complained of severe pain and redness in the operated eye. The patient was treated with topical and subconjunctival corticosteroids and antibiotics. The course of the inflammation was characterised by exacerbations and remissions with a progressive decrease in vision. The patient was known to have insulin-dependent diabetes mellitus.
The patient's visual acuity was 6/24 in the right eye and hand movement in the left eye. Examination of the right eye revealed nothing remarkable except for the presence of cataract. Examination of the left eye showed mild swelling of the eyelids. The conjunctiva was injected. The anterior chamber showed 3+ cells, flare and hypopyon. Intraocular pressure was 16 mmHg. A well-positioned posterior chamber IOL was noted. Multiple white plaques were noted between the IOL and the posterior capsule (Fig. 1) . The red reflex was absent and there was no retinal view. Ultrasonography showed dense vitreous opa cities with multiple strands and membranes; the retina was attached. The patient was thought to have chronic endophthalmitis caused by an organism of low virulence.
The patient underwent pars plana vitrectomy; aqueous and vitreous humour specimens were submitted for microbiological study. Amphotericin B 5 j.Lg in 0.1 ml, amikacin 400 j.Lg in 0.1 ml and vancomycin 1 mg in 0.1 ml were given intravitreally. At the conclusion of the procedure, subconjunctival injections of vancomycin 50 mg, amikacin 25 mg and triamcinolone 40 mg were given. The post-operative regimen included intravenous gentamicin 80 mg every 8 hours, vancomycin 1 g every 12 hours and oral prednisone 60 mg daily. Topical amikacin (10 mg/mI), and vancomycin (50 mg/ml) eye drops were given every hour, in addition to topical corticosteroids and atropine 1 % drops.
On the first post-operative day, visual acuity was reduced to light perception. There was a 1 mm hypopyon and a marked fibrinous reaction both in the anterior chamber and behind the IOL. Gram's stain of the specimens was unhelpful and aerobic, anaerobic and fungal cultures were negative at 2 weeks. Fifteen days after surgery, the inflammation had subsided and there was no evidence of inflammation in the anterior chamber. A clear retinal view was obtained which showed occluded sheathed white retinal arterioles as well as dense white debris in the inferior vitreous. The patient's visual acuity had improved to hand movement, and the patient was discharged.
However, the ocular inflammation recurred 45 days after the patient was discharged; there was moderate conjunctival injection, large white keratic precipitates, 4+ cells and hypopyon in the anterior chamber. Creamy white plaques were seen between the IOL and posterior capsule which obscured the fundus view. The IOL and the posterior lens capsule were removed; these were sent for culture and cytological analysis, along with a further sample of aqueous fluid. Pars plana vitrectomy was performed a second time and the vitreous was biopsied. Intraoperative medical therapy consisted of intravi treal vancomycin 1 mg in 0.1 ml and amikacin 400 j.Lg in 0.1 ml as well as subconjunctival vancomycin, amikacin and triamcinolone. On the first post-operative day there was a marked fibrinous reaction in both the anterior chamber and the vitreous cavity. Cytological study of the excised lens capsule revealed Gram-positive bacilli (Fig. 2) . On the third post-operative day lens-capsule cultures grew several small colonies of an acid-fast bacillus on blood agar, nutrient agar, Lowenstein-Jensen medium and MacConkey agar plates; growth was obtained at 25°C and 37 °C, but not at 42°C. The organism was identified as Mycobacterium chelonae subspecies abscessus. The organism was sensitive to amikacin, erythromycin, rifampicin and cefoxitin. Gram's stain of the aqueous and vitreous samples did not reveal any microorganisms. Aerobic, anaer obic and fungal cultures were negative at 2 weeks.
The inflammation gradually subsided over 20 days after the second vitrectomy, leaving a large clot of fibrin in the anterior chamber. Tissue plasminogen activator 25 J.Lg in 0.1 ml was injected into the anterior chamber, resulting in complete dissolution of the fibrin clot, and the patient was discharged 7 days later. On discharge, he had a visual acuity of hand movement. After 3 months' follow-up there was no evidence of active infection.
Comment
Mycobacterium chelonae subspecies abscessus belongs to Runyon's group IV. Mycobacteria in this group grow rapidly, forming non-pigmented colonies in culture at room temperature within 3-5 days instead of the 2-3 weeks required by other mycobacteria Y They are facultative pathogens known to cause opportunistic disease in humans; most patients infected with these organisms have had a predisposing injury (including surgery). 12 M. chelonae has been reported to be a cause of indolent keratitis because of its relatively low virulence and slow rate of growth in tissue. 12 M. chelonae keratitis has occurred in association with trauma and contact lens wear as well as after corneal surgical procedures. 12 The organism has been found in cases of orbital granuloma following duct probing, 13 canaliculitis after lacrimal intubation with silicone tubes, 1 4 scleral abscess following removal of a scleral buckle, 15 and scleral buckle infection. 1 6 M. chelonae has been identified as a cause of endogen ous endophthalmitis in an immunocompromised patient 17 and Roussel et al. 9 reported isolation of M. chelonae in a case of endophthalmitis which manifested 4 weeks after secondary IOL implanta tion.
Delayed chronic intraocular infection is a known complication of extracapsular cataract extraction with IOL implantation. However, post-operative chronic endophthalmitis caused by M. chelonae is rare. To our knowledge, this is only the second such case to be reported; Roussel et al. 9 reported the first case in 1989.
Our patient had no symptoms of endophthalmitis until the fourth post-operative week. The course of the infection in our patient was similar to that of the case reported by Roussel et al., 9 and was consistent with other types of post-operative infection associated with other microorganisms of low virulence. l -lO
The clinical findings noted in the present case were similar to those described by Mandelbaum and Meisler l in their extensive review of the course of Propionibacterium acnes endophthalmitis. These authors found a number of common features in cases of P. acnes endophthalmitis: delayed onset (weeks or months); a stuttering course with exacer bations and remissions; transient steroid responsive ness; granulomatous-appearing precipitates on the corneal endothelium; and a creamy white plaque (or plaques) present within the peripheral capsular bag or sandwiched between the IOL and the posterior capsule representing sequestered organisms within the capsule. White intracapsular plaques are not specific to P. acnes endophthalmitis and have been observed in a patient with Candida parapsilosis endophthalmitis, in a patient with Corynebacterium species infection, 2 and in another patient with recurrent Torulopsis magnoliae endophthalmitis. 18 Definitive diagnosis of chronic post-operative endophthalmitis with these features requires cul tures of ocular specimens and particular care in processing the specimens. Aqueous and vitreous specimens should be obtained and promptly inocu lated into media that allow for growth of aerobic and anaerobic bacteria and fungi. Cultures should be maintained for 2 weeks, because it may take this long to observe growth of certain anaerobic species. 1 , 2 The yield is increased by culturing a portion of the capsular plaque itself. l
The organism in the present case was not identified in the aqueous or vitreous samples but in the specimen taken from the excised posterior capsule. Cytological demonstration of the organism in the excised capsule verified that the cultured organism was not a contaminant. The findings indicated that the infection was localised to the lens capsule. Because M. chelonae is Gram-positive and is encountered infrequently, it has at times been mistakenly identified on smears as diphtheroids or Nocardia species. 1 9 It was recently shown that detection of bacterial DNA by polymerase chain reaction with specific primers from vitreous samples may prove a useful means of diagnosing chronic post operative endophthalmitis and facilitating manage ment decision-making when conventional bacterial culture is negative? O As is commonly the case with infection by M. chelonae in other sites, it was difficult to eradicate the LETTERS TO THE JOURNAL M. chelonae endophthalmitis in our patient? l He suffered a recurrence of intraocular inflammation 45 days after he had undergone the first pars plana vitrectomy and intravitreal, periocular and systemic antibiotic therapy. The intraocular infection was finally controlled by removal of the IOL and the entire capsular bag where the organisms were sequestered. Control of P. acnes endophthalmitis may also require such an aggressive approach to control the infection. 1 , 2
In conclusion, the clinical characteristics of this case are similar to those of chronic post-operative endophthalmitis caused by other organisms of low virulence. Mycobacterium chelonae subspecies abscessus should be considered in the differential diagnosis of delayed-onset, chronic endophthalmitis after extracapsular cataract extraction with IOL implantation.
Sir,
A Case of a Late Complication After Naso-Iacrimal
Duct Intubation
Reconstruction of the lacrimal passages in chronic dacryocystitis can be achieved by several surgical techniques, although dacryocystorhinostomy is the most successful operation. 1 Dacryocystorhina;tomy is not an easy surgical procedure and gives good results only in competent hands. 1 Intubation of the naso-Iacrimal duct is another surgical procedure but results after this technique are somewhat poor and variable; various workers 2-4 have tried intubation of the naso-Iacrimal duct with a success rate of up to 93%. Stallard and others 2 , 5 , 6 have, however, reported poor results. Since 1944, plastic tubing has been used to restore patency of the lacrimal passages, with no evidence of tissue intolerance, 4 whereas the use of metallic tubes was abandoned because of the risk of foreign body reaction, varying from mild inflammation to necro sis ?
The clinical case presented is a late complication of naso-Iacrimal duct intubation, in which a polyethy lene tube was expelled 4 years after surgery.
Case Report
An 87-year-old woman attended the casualty unit in November 1992 with a polyethylene tube, placed for naso-Iacrimal duct intubation, presenting through the skin just above the left medial palpebral ligament (Fig. 1) . For 3 months prior to attendance she had been aware of a painless lump under the skin of her left upper lid.
The tube, extending for 14 mm out of the skin, was 29 mm long and had a diameter of 2 mm with a flange of 4 mm (Fig. 2) . The tube was obstructed by a plug of solid necrotic material and there was pus around the tube. After removal of the tube, the wound was washed with gentamicin and the site healed in 3 days.
Clinical history reveale' d that she had suffered from chronic dacryocystitis for a long time. She first had a naso-Iacrimal duct intubation with a poly ethylene tube performed in March 1984, the surgical procedure being based on the method described by Summerskill in 1952. * 4 This operation did not relieve the patient's symptoms and she continued to suffer from epiphora, visual impairment and spontaneous regurgitation from her left lacrimal puncta. In January 1988 a second naso-Iacrimal duct polyethy-
